The aim was to report on a rare case of osteochondroma of the left ischium, which evolved with compression of the sciatic nerve, thus causing sciatic pain in the homolateral lower limb. The patient was female and presented sciatic pain that was treated clinically for one year. However, the pain evolved with increasing intensity and worsened with hip movement.
Introduction
Osteochondromas (exostoses or endochondromatous exostoses) are common bone tumors. They account for 8.5% of bone tumors and 36% of benign bone tumors. 1 They can occur as solitary tumors or as multiple exostoses.
The predominant location for osteochondromas is the region proximal to the knee (distal femur and proximal tibia), followed by the humerus and proximal femur. 2 Osteochondromas are generally diagnosed during childhood and adolescence. The clinical manifestations depend on occurrences of fractures at the base of the exostosis and inflammation and compression in the structures surrounding the tumor mass. Pelvic locations are uncommon and account for 5.6% of the cases, while cases affecting the ischium are even less common and account for only 0.4% of the cases. 3 This location has complex anatomy, allows compression of the sciatic nerve and evolves with sciatic pain that is difficult to investigate clinically.
The objective of this study was to report on a case of ischial osteochondroma in which the unusual location allowed compression of the sciatic nerve and caused chronic sciatic pain.
Case report
The patient was a 42-year-old female patient who presented sciatic pain in her left leg, from the hip to the foot, with paresthesia on the anterolateral face of the left leg and foot, without alteration of the patellar reflex (L4) or Achilles reflex (S1). She had a negative Lasègue test. The patient underwent radiography and computed tomography (CT) of the lumbar spine and the results obtained were normal. She was started on clinical treatment with anti-inflammatory drugs and opioids, but without improvement. Over a one-year period, the pain progressed and started to worsen with movement of the left hip, along with diminished motor strength (grade 4) on dorsiflexion of the foot (L4), extension of the hallux (L5) and plantar flexion (S1). Imaging examinations of this region were then requested.
Radiography of the left hip (AP view) showed slight and poorly defined alteration of the external portion of the ischium (Fig. 1) . CT of the pelvis was then requested, on which tumor development with bony characteristics was observed in the left ischium. It measured approximately 4 cm, was pedunculate and well-delimited, lay on the path of the sciatic nerve and was compatible with an osteochondroma (Fig. 2) .
En-bloc resection surgery was performed on the tumor development in the left ischium, by means of the posterior Kocher-Langerbeck route, and the sciatic nerve was decompressed ( Fig. 3 ). Anatomopathological examination of the surgical specimen confirmed the hypothesis of osteochondroma. After the surgery, the patient's neurological symptoms improved and she remains asymptomatic after two years of follow-up.
Discussion
The initial approach in cases of lumbar sciatic pain is difficult because the differential diagnosis is extensive. There are different forms of vertebral involvement and clinical conditions without direct involvement that may mimic radiculalgia. The investigation therefore needs to integrate signs, symptoms, physical examinations, imaging examinations and laboratory tests, in order to guide logical management. The imaging investigation should be done carefully because the findings are often nonspecific and thus should be interpreted within a broader clinical context. This patient arrived with complaints of sciatic pain and the radiological evaluation complemented with CT on the lumbar spine did not show alterations and ruled out the hypothesis of radicular compression. CT is the best method for viewing the bone architecture, but it is inferior to magnetic resonance imaging for evaluating soft tissues. 4 At that time, the clinical diagnosis was defined as mechanical lumbar sciatic pain. Anti-inflammatory drugs and opioids were prescribed and the case was followed up for one year. Over this period, the pain worsened, which was a warning sign that raised the suspicion of systemic illness. Moreover, clinical examination showed grade 4 motor impairment of the nerve roots of L4 (dorsiflexion of the foot), L5 (extension of the hallux) and S1 (plantar flexion). The investigation was facilitated by the specific complaint of worsening of the pain with hip movement. AP radiographs of the region were requested and a lesion was found in the left ischium (Fig. 1) . Tomographic reconstruction of the pelvis made it clear that this was a tumor development on the path of the left sciatic nerve that was compatible with osteochondroma, which explained the condition of progressive sciatic pain.
Osteochondromas are bone exostoses formed by cortical and medullary bone that is continuous with the originating bone and is covered with a coating of hyaline cartilage. Osteochondromas have their own growth plate, which produces bone that forms the exostosis. It is believed that osteochondromas arise from a change in growth direction of the epiphyseal disc, which grows persistently and later on undergoes endochondral calcification. The lesion continues to grow from the cartilaginous coating, just like a normal epiphyseal disc, and therefore growth after skeletal maturity is reached during puberty is not expected. This explains why the peak incidence of osteochondromas is in the second decade of life. 4 The patient reported here was in her fifth decade of life (42 years of age), an age group in which only 5% of the diagnoses are made. 5 Fig. 3 -After the operation, with en-bloc resection of the tumor development.
Osteochondromas can affect any bone within endochondral ossification. The greatest incidence of osteochondromas occurs in the knee region (distal metaphysis of the femur and proximal metaphysis of the tibia), followed by the proximal regions of the humerus and femur. Occurrences in the ischium are uncommon and account for 0.4% of the cases. 5 They can be solitary or multiple. The latter are associated with multiple hereditary exostosis, which is an autosomal dominant syndrome. Complications occur more frequently with this syndrome and include deformity (cosmetic or bone), fractures, vascular impairment, formation of pouches, malignant transformation and neurological sequelae. Despite this vast range of clinical manifestations, osteochondromas are generally asymptomatic and they are diagnosed by chance.
Osteochondromas are diagnosed radiologically. The lesions are characterized by continuation of the cortical and spongy bone with the underlying bone (Fig. 1) . The hyaline cartilage is not seen on radiographic examination, unless it has become calcified, when it acquires an appearance of cotton wool-like stains, which suggests that osteochondromas have a benign nature and are long lasting. Thick cartilage that is invisible on radiographs is predictive of malignity. 3 CT is essential for evaluating cases in complex anatomical sites (for example, in the pelvis, scapular belt, limb roots and spine). 4 Tomographic reconstruction defined the present case and precisely showed a pedunculate lesion measuring 4 cm, located along the path of the left sciatic nerve (Fig. 2) .
The presence of an osteochondroma is not an absolute indication for surgical resection. An expectant approach is taken in cases in which there are no clinical manifestations. Surgery is indicated in cases of pedunculate tumors (which are generally associated with complications) or when there is compression of nerves, arteries or tendons, or functional and anatomical alterations. Therefore, in the present case, the progressive neurological deficit in the leg comprised a formal indication for surgery. En-bloc resection was performed (Fig. 3) . The Kocher-Langerbeck route was used and no intercurrences were observed either during the immediate postoperative period or later on. The importance of ample resection is that the presence of remainders of the perichondrium and the cartilaginous coating may enable local recurrence of the osteochondroma.
Malignant transformation is the complication that is most feared, but this has low frequency and occurs in 1% of solitary osteochondromas and 3-5% of multiple exostoses. 6 The warning signs are rapid growth of the lesion, appearance of pain, thickening of the cartilage coating or discontinuity of the exostosis with the underlying cortical bone, when the demarcation of the lesion surface is radiologically lost. The transformation generally occurs to grade 1 chondrosarcoma. The anatomopathological examination on the surgical specimen confirmed the radiological suspicion of osteochondroma, and the two-year postoperative radiographic and clinical follow-up on the patient ruled out the possibility of malignant transformation or local recurrence of the lesion.
The neurological impairment that was presented regressed completely consequent to the surgical decompression and strength grade 5 was achieved for the myotomes corresponding to L4, L5 and S1. Complete remission of the compressive symptoms relating to osteochondromas in other topographical areas has generally been observed, [7] [8] [9] [10] [11] [12] for example Horner's syndrome in cases of cervical osteochondroma and radicular compression syndrome in cases of spinal osteochondroma. Because of the scarcity of cases, these is a lack of data for making specific prognostic evaluations on sciatic pain secondary to compression of the sciatic nerve due to ischial osteochondromas.
